Introduction
This paper was intended originally as a short record of a case of mammary tuberculosis, but, finding that the considerable number of reports on the disease that have appeared (from all parts of the world) since the classical description of Sir Astley Cooper in 1829 have tended to be confusing, uninformative and, occasionally, positively misleading, we have thought it worth while discussing the matter in greater detail.
That the disease seems rarely to have been described by workers in the field of tuberculosis but often by surgeons who, naturally, have tended to approach it as a local problem, has, we believe, been responsible for its isolation and incomplete study from the standpoint of pathogenesis in particular.
Clinical Characteristics Incidence
Mammary tuberculosis is uncommon though not rare. Morgen (193I) , in a careful review, claimed to find 439 cases recorded between 1829 and 1931, and within four years McGehee and Schmeisser (1935) (Harrington, I936) . Bloodgood (I92I) claimed that tuberculosis accounts for 6 per cent. of benign lesions of the breast. Schultze-Jena (I95i) has stated that, among breast diseases in Germany from I947 to 1950, mammary tuberculosis has become more common, but this may merely be a reflection of the general increase in tuberculosis which has followed the war in that country.
Sex
The condition is much more common in women than men though why this should be is far from clear; relationship with lactation has been alleged but not substantiated. Rossi (1950) Grausman and Goldman, 1945; Musante, 1947; Schultze-Jena, 1950; Mineo, 1952) Largely as a result of the work of Burke (I940, I947, 1950, 1954) , there is considerable evidence that tuberculous disease often spreads from the pleura to the internal mammary nodes; which supports in great part the conclusions of Souligoux (1894) and Kaufmann (I930, 193I, 1933 ) that the majority of spontaneous tuberculous abscesses of the chest wall arise from the breakdown of disease in these nodes, and, in those instances of postmortem examination of patients with pleural or pleuro-pulmonary tuberculosis where these nodes are sought, they are often found enlarged and caseous (Burke, 1950 (Francis, 1947) . (Patey, 1954) .
It is notoriously difficult to differentiate carcinoma from the fibrous type of tuberculous lesion which may be adherent to skin and muscle and associated with enlarged pectoral and axillary lymph nodes. In the majority of instances of this dilemma the lesion will be a carcinoma and it would seem ill advised to take a biopsy specimen in order to exclude the presence of a much less common lesion. Inspection of the excised tumour at operation before proceeding to radical removal of the breast can undoubtedly assist diagnosis, but may often be indecisive; and examination of frozen sections is unreliable unless performed by a pathologist skilled in the method. X-ray of the breast is probably of little value but may detect calcification (Leborgne, I954 When the disease is discovered more careful investigation of the condition itself and of the other systems than has commonly been recorded in reports of known cases is required, and it may be of interest to elicit a past history of tuberculous pleurisy and its treatment. General treatment must not be too short (as has often been the case) and regular observation must be continued for some years.
It is suggested that retrograde lymphatic spread is the commonest way in which the breast becomes infected, although occasionally, in the experience of some clinicians, the direct route has been predominant. It is difficult to determine how frequently haemic spread occurs, but it seems considerably less common than lymphatic; it may sometimes be responsible for ' isolated' lesions although in the majority of such cases careful search in other regions will often reveal other extra-pulmonary tuberculous lesions. Possibly lymphatic spread from diseased parietal pleura may be responsible for some ' isolated' lesions. Reinfection via the nipple along lactiferous ducts may be expected to be a great rarity. Summary
I. An outline of the clinical characteristics of tuberculosis of the breast is given.
2. The disease in a woman aged 77 is described and discussed from the point of view of pathogenesis.
3. The routes by which the breast may become infected are discussed. The retrograde spread of disease from tuberculous regional lymph nodes (most probably after recrudescence) is mentioned; in particular, the possible significance, from this point of view, of the internal mammary nodes as a link between the lymphatics of the parietal pleura and those of the breast.
4. Difficulties in diagnosis, both clinical and pathological, are examined in some detail.
5. General principles of treatment are stated.
